with a history of recurrent attacks of urticaria for ten days. Large wheals would form over any part of the body or extremities during an attack. The face was spared. The rash would persist for about two hours and recur two or three times a day. She often felt faint at the height of an attack and with the two worst attacks lost consciousness and was incontinent of urine. Her husband witnessed both attacks and described a tonic phase followed by slight bilateral clonic movements. There was no past or family history of allergy. Clinical examination was essentially negative. EEG was normal. Skull and chest X-rays showed no abnormality. Progress: She later complained of vertigo and nausea. This was thought to be due to angioneurotic oedema affecting the vestibular apparatus. An audiogram and caloric tests were normal. She was treated with Phenergan 25 mg nocte and ephedrine 25 mg p.r.n. and all her symptoms subsided.
Spontaneous Rupture of CEsophagus A R Makey MS FRCS
A M, male, aged 41, after drinking rum and lemon, followed by several pints of ale, vomited suddenly and developed pain in the left lower chest posteriorly, which passed forward and upward into the left arm. The pain was severe and aggravated by breathing.
On admission (10.6.61): He was not shocked (pulse 72, blood pressure 120/80); his abdomen was rigid, especially in the left upper region; bowel sounds were normal. Chest X-ray showed elevation of the left diaphragm with some opacity at the left base. No free gas was present under the diaphragm (Fig 1) . X-ray of the abdomen showed a normal gas pattern. He was admitted to a medical ward as a possible early case of pneumonia.
Deterioration occurred during the night despite the use of I.V. drip, hydrocortisone, erythromycin and an oxygen tent.
.'*: attack of bronchitis. She had been slightly breathless on exertion for ten years but there had been no recent change. Clinical examination revealed physical signs compatible with a leftsided pneumothorax; there was no clubbing. X-ray showed extreme hypertranslucency of the left lung field with marked mediastinal shift to the right and a few lung markings in the left cardiophrenic angle (Fig 1) . On screening paradoxical movement of the mediastinum occurred.
. .~~~~~" _ s . . . . . . . . . . . . . At bronchoscopy no endobronchial lesion was found.
Left postero-lateral thoracotomy (16.10.61): A fairly thick-walled cyst 35 x 17 cm was found containing air (Fig 2) . The upper and lower lobes of the left lung were collapsed against the mediastinum. The cyst was lightly adherent in two areas, 2 5 cm in diameter, one on the upper and one on the lower lobe. Negligible air leak and bleeding occurred from these areas. The left lung expanded reasonably well but an indentation persisted in both lobes where they had been compressed by the cyst. The lung contained no bulla and appeared normal. 
